WRITE FLAINLY—USING UNFADING BLACK INE-—MAEKE A PERMANENT REC

LD DEC 27 194

THE DIVISION OF HEALTH OF MISSOURE -
STANDARD CERTIFICATE OF DEATH

; REG. DIST. wo. @érmmv REG. 0IST. W.ZLD.DR'WI':""’: Nc../_/dé_._.

: S
State Filé No. .4084’5)“_

ﬂlaa. FATHER'S NAME

16. SOCIAL SECURITY
(Yea, no, ot unknown) | (If yes, give war or dates ol NO.

15. WAS DECEASED EVER IN U.S.ARMED FORCES" I

18, CAUSE OF DEATH
. Enter only onecaussper | 1. DISEASE OR CONDITION

DIRECTLY LEADING TO DEATH® ()

MEDICAL CERTIFICATION )
Tuberculosis, pulmonary, chronic, far-

1. INFORMANT' 5

line for {a}, (b), and {c)

advanced,
*This docs not mean | ANTECEDENT CAUSES

active. ..

- TRENE_STROTSCH

sIRTH MO,
1. PLACE OF DEATH Tt 2 USUAL RESIDENCE (Whers dessased lived, 1f insthotion: residence befors
a. COUNTY a. STATE ' b. COU ad.plasion},
GREENE MISSOURT ™ .~ ""'ST, LOUIS /)
b. CITY (1 outeide corpurste limits, write ROURAL and give ¢. LENGTH OF ¢. CITY (U outside corporate ltmite, write RURAL o give towmship)
OR townahip) | STAY iin thls place| : . 6/
TOWN SPRINGFIELD 71 14 TOWN ,,
d. FULL NAME OF (If not in boapital or Institutlos, dn streot nddress or loestion) d. STREET (H rural, give loeation} 7
HOSPITAL O ADDRESS
'NST'TUT'ON VETERAN ; AVENITE
3. NAME OF . (First, b. Midd] ¢ {Lnst -
Dbceasep o = (Middic) (Last) 4 DATE " (Moott) (D) (Yew) A\
{ Type or Print) WALTER W. STROISCH DEATH DECEMBER 18, 1948
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVERy MARRIED, 8 DATE OF BIRTH R 5, AGE (In years| * UKDER | YEAR | 7 mexR b ums.
* WIDOWED, DIVO%}ZED (Bpaelly) Last I:Irthd.u') Monl.h.l D Hours | Min
aie (/] wHITE DRCEMEFR_26, 189 |
10a. USUAL OCCUPATION (Givekind of wark | 10b, KIND OF BUSINESS OR IN- | 11. BIRTHPLACE (State or forsizn mntrv) 12, CITIZEN OF WHAT
done daring cost of working life, even If retired) DUSTRY COUNTRY?
I CREAMERY WORKER ST. IOUIS, MISSOURE U,S,A.
13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

5 SIGNATURE OR NAME

ADDRESS

INTERVAL BETWEEN
ONSET AND DEATH

Aforbid conditions, if any, giving DUE TO (B)
- riee to the abore cause (a) dating

the mode of dying, such
ax heart follure, axthenia,

ete. it meana the dis. | he taderlying cause last -
case, injury, or I DUE TO (c)
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS
' Conditions contributing to tAe death but nol
related Lo the disease or condition causing dealh. f) s ,@:4 }f
19a. DATE OF OPERA- | 19b. MAJOR FINDINGS OF OPERATICN ' 0. AUTOPSY?T
TION .
, _ ves [ ] wo (X
21a. ACCIDENT {Bpeciiy) 21b. PLACEOF INJURY {(s.q. Inoraboms | 21¢. (CITY, TOWN, OR TOWNSHIF) (COUNTY) {STATE)
SUICIDE bome, Isrm, faotory, strest, office bids..ete.} ' . . ,
HOMICIDE .
214. TIME (Month) {(Duy} (Year} (Hour) 2ie. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR?
OF NHILEAT ROT WHILE
INJURY m AT WORK

2] hereby cemfy :M altended the deceased from QCTORER 8 | 1948, (,DECEMBER 18 1949  aDORHRKKIRSERSEIE
) = O kand that dea!h occurred af _4 = 20am., from the causes and on the dale staled abave.

\(ane or title)

23b. ADDRESS VA
SP

HOSPITAL
JNGFTIELD, MTCHOURT

Zic. DATE SIGNED
12-19-49

24, BURIAL, CREMA-
%{eREHOV {Bpaadfy)

Dec 19, 1949

:&_M..D~,_ERDEE‘.§.IQNAL SERVIC
b. DATE 24c. NAME OF CEMETERY OR CREMATORY

24d. LOCATION (Oity, town, ot county)
Maplewood, Missouri

(Gtate)

DATE REC'D BY LOCAL | REGISTRAR'S SIGNATURE [.l[‘ Z5. FUNERAL ouucron'
Y 219K U7 wid ¢




STATEMENT BY LICENSED EMBALMER

L]
I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

e ee bt ea bttt e n e snes saann e mnes . R , Student Embaimer No.

Signed...‘............. Lo . 2 Bt 2 oyl g M o

4 Si gned ......................................... Licenscd hbalmer\Nn )% -j q .

working under my personal supervision.

P. Q. Addreas

the above constitutes grounds (or revocation of license.)
If this body is not embalmed, fact should be so stated above.




